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ABSTRACT. Attempied suicide among adolescents is a significant public health concern due to
is frequency, coexisiing physical and psychiatric problems, and economic toll. Attempters are also
a high-risk group for eventual completed suicide. This review covers three major areas pertinent to
attempted sutcide in adolescence: characteristics of the attempt (lethality, intent, and precipitants),
psychological factors assoctated with suicidal behavior, and follow-up course. Findings suggest
there exists a significant degree of indiwidual and family dysfunction among a large proportion of
adolescent suicide attempters. However, strong evidence for the specificity of this dysfunction to
suicide attempls, rather than to general emotional disturbance, was found only for hopelessness,
Jamily conflict, and contagion. In addition, the ability to devise effective interventions for adolescent
suicide attemplers 1s significantly compromised by limited knowledge of the natural course follow-
ing a suicide attempt. Therefore, the need for comprehensive follow-up studies of suicide attempters
should be the immediate focus of research efforts with this high-risk group.

Attempted suicide among adolescents is a surprisingly frequent event. The
exact magnitude of nonfatal adolescent suicidal behavior is difficult to estimate
since relatively few receive medical treatment following their attempt (Smith &
Crawford, 1986). However, several researchers, using anonymous surveys, have
found that a significant percentage of high school students had made one or more
suicide attempts in the past: 8.4% in the Midwest (Smith & Crawford, 1986) and
9% in New York City (Harkavy-Friedman, Asnis, Boeck, & DiFiore, 1987). The
frequency of suicide attempts among adolescents is of great concern due to signifi-
cant physical and psychological co-morbidity, its economic burden on the health
care system, and the increased risk for completed suicide.

Although the majority of suicide attempters do not complete suicide, there is an
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overlap between suicide attempters and completers in studies using clinical sam-
ples (Brent et al., 1988; Lester, Beck, & Mitchell, 1979). Such overlap can be
assessed in two ways. Evidence from psychological autopsies indicates that a
substantial portion of adults (Barraclough, Bunch, Nelson, & Sainsbury, 1974;
Dorpat & Ripley, 1960) and adolescents (Shaffer, 1974; Shafii, Carrigan, Whit-
tinghill, & Derrick, 1985) who completed suicide had made a prior suicide at-
tempt. Conversely, follow-up studies show that a significant number of attempters
go on to complete suicide (Goldacre & Hawton, 1985; Motto, 1984; Otto, 1972).

Completed suicide is affected by a variety of factors beyond the desire to die. An
adolescent intent on committing suicide may be rescued due to unusual circum-
stances (e.g., parents come home unexpectedly) or because of limited accessibility
to more lethal methods. Conversely, even when the adolescent does not desire to
die, suicidal behavior can result in accidental death (MclIntire & Angle, 1970,
1971). Many adolescent suicides can be described as a “pharmocologic roulette”
(Mclntire, Angle, & Schlicht, 1980): risk-taking behavior with a high probability
of death by overdose. The overlap between suicide attempts and completion is a
complex issue, partly related to chance factors. Nonetheless, given the fact that
suicide is the second leading cause of death in persons 15 to 24 years (Rosenberg,
Smith, Davidson, & Conn, 1987), efforts to understand completed suicide in-
creasingly focus on the related problem of attempted suicide.

Our knowledge of effective interventions for adolescenc suicide is also inade-
quate. Although there have been descriptions of intervention programs for adoles-
cent suicide attempters (e.g., Ross & Motto, 1984), we are aware of only one
controlled intervention study (Deykin, Hsieh, Joshi, & McNamara, 1986). This
study, a nonrandomized intervention trial, assigned a social worker to each ado-
lescent suicide attempter seen in an emergency room. The role of the social
worker was to help the adolescents keep their follow-up appointments, to provide
support, and to explore potential services available for the adolescent. In addition,
an educational curriculum for schools, human service workers, health care per-
sonnel, and the police were also conducted in the targeted intervention area.
Results of this study indicated that these adolescents were twice as likely as
controls to comply with medical recommendations, and emergency room admis-
sions for suicidal behaviors were reduced slightly compared to a control group.
However, the program did not have a demonstrable effect on repeat suicide
attemnpts after adjustment for prior history of suicidal behavior.

Effective interventions will await more thorough data on psychological charac-
teristics and knowledge of postattempt course. Thus, this review will evaluate and
integrate research from three areas related to suicidal behavior during adoles-
cence: (a) characteristics of suicide attempts, (b) psychological variables, and (c)
course of recovery. An effort will be made to clarify issues relevant to research and
clinical work conducted with adolescent suicide attempters. In order to avoid
ambiguities or disagreements, details of the research will be specified in order to
clarify the possible effects of age and setting on the results of the study. When
relevant, the type of setting in which the research was conducted will be clarified,
since results may vary from in-patient to out-patient status and from medical
settings to psychiatric hospitals. Although studies on children and adults will be
occasionally reported, we will focus on research conducted with adolescent sam-
ples. This is important since it may be inappropriate to extrapolate findings from
child or adult suicide attempters to adolescents. For example, many risk-taking
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behaviors are common during adolescence and do not necessarily represent indi-
rect forms of self-destructive behavior (Jessor, 1984). Furthermore, adolescents
differ from adults in terms of their typical financial status, medical condition,
occupational responsibilities, coping styles, social support networks, and the
stressors to which they are commonly exposed. Since all of these variables may
have an impact on suicidal behavior, it would be inappropriate to ignore their
effects across different age groups.

FACTORS ASSOCIATED WITH SUICIDAL BEHAVIOR:
LETHALITY, PRECIPITANTS, AND INTENT

Survivors of active or violent suicide attempts are at high risk to eventually
complete suicide (e.g., Otto, 1972). A number of approaches have been used to
rate the medical lethality of an attempt (e.g., Goldacre & Hawton, 1985; Smith,
Conroy, & Ehler, 1984). The Risk-Rescue Rating Scale (Weisman & Worden,
1972) has been a commonly used method with adults, and the scale has also been
used in several studies with adolescents (Brent, 1987; Garfinkel, Froese, & Hood,
1982). In Brent’s (1987) study of 131 suicide attempters seen in an emergency
room, those adolescents who had made a medically lethal attempt were similar to
those who completed suicide (i.e. they were predominantly male, most often were
diagnosed with an affective disorder, demonstrated high suicidal intent, and had a
history of drug abuse).

Others examining medical lethality of adolescent suicide attempts have found a
restricted range of variability on the Risk-Rescue Rating Scale (Spirito, Brown,
Overholser, & Fritz, 1988). Of 130 subjects who presented to the emergency
room, 65% made attempts of low risk, 33% were moderate risk, and only 2%
were high risk. Similarly, Garfinkel et al. (1982) also found that 78% of the
attempts were of low lethality, 21% were moderately lethal, and only 1% were
highly lethal. Also, 51% made attempts with a high likelihood of rescue, and 36 %
with a moderate likelihood. Of concern in all these studies with adolescents is the
fact that lack of variability makes it difficult to reliably score an instrument such
as the Risk-Rescue Rating Scale.

The method of suicide attempt has also been investigated as an important
variable among adult attempters. However, once again there is a restricted range
of methods in adolescents. A number of studies (Spirito, Stark, Fristad, Hart, &
Owens-Stively, 1987; Hawton, 1986; Hawton & Goldacre, 1982) consistently
demonstrate that 75 to 90% of all adolescent suicide attempts are by drug over-
dose. At times, the attempt may be unrecognized because it involves drugs pre-
scribed for the adolescent’s medical condition (e.g., an insulin overdose by diabet-
ic adolescents) (Kaminer & Robbins, 1988). Overdoses are nearly equally divided
between over-the-counter and prescription drugs (Spirito et al., 1987), a differ-
ence that may be useful to examine in future research. It may be that impulsive
suicide attempters are more likely to use over-the-counter drugs, or whatever
drugs are readily available, whereas the more hopeless and dysphoric attempters
are more likely to use a combination of drugs (Brent, 1987).

Although most overdoses are not fatal, it does not necessarily mean that adoles-
cents who take overdoses do not want to die. Limited access to different methods
may account for the use of nonlethal drug overdoses by adolescents. Morgan,
Burns-Cox, Pocock, and Pottle (1975) have documented that adolescents most
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commonly use over-the-counter drugs in suicide attempts whereas more danger-
ous prescription drugs are used by adults. As Shaffer and Bacon (1986) note, if
intention is the same between the adults and adolescents, then, based on access to
prescription drugs, one would expect more completed suicides by overdose in
adults, which has indeed been found (Centers for Disease Control, 1985). Simi-
larly, the finding that females attempt suicide by overdose may not be a reflection
of less lethal intentionality, but rather a sex difference in suicide attempt method.
Shaffer and Bacon (1986) refer to a study by Sathyavathi (19753) to support this
contention. This study, conducted in India, where access to effective medical care
may be less readily available, found female adolescents have as high a rate of
completed suicide as males. Similarly, not all persons who use a very lethal
method want to die. One study (Peterson, Peterson, (¥’Shanick, & Swann, 1985)
has shown that among a group of 30 adults with self-inflicted gunshot wounds, not
all had intended to die. Rather, many of these attempters had made an impulsive
attempt with a method that for them was readily available.

The precipitants of suicide attempts in adolescents have also been of interest to
several investigators. Tishler, McKenry, and Morgan (1981) reported the follow-
ing precipitants in a study of 108 adolescent suicide attempters seen in an emer-
gency room: parental problems (50%), girlfriend/boyfriend problems (30%),
school problems (30%), sibling problems (16%), and peer problems (15%).
Girlfriend/boyfriend problems, family problems, and school problems were the
three most common precipitants reported by Otto (1972). In a younger sample
(aged 5 to 14 years), family problems (45%) and school problems (17%) were
most common (Kienhorst, Wolters, Diekstra, & Otte, 1987). However, a control
group was not used in either study, thus failing to provide a normative compari-
son on the stressors common to most adolescents, Spirito, Overholser, and Stark
{(in press) studied the precipitants of suicide attempts among adolescents hospital-
ized on a general pediatrics floor compared to high school students reporting a
problem that made them very anxious or depressed {(distressed controls) or stu-
dents who reported a problem which did not make them very anxious or de-
pressed (nondistressed controls). All three groups reported four problems as oc-
curring most frequently (school, parents, friends, or boyfriend/girlfriend
problems). The suicide attempters and distressed controls reported problems with
parents more frequently than nondistressed controls, while this latter group re-
ported problems in school more frequently. Again, it appears that suicide attemp-
ters are not a distinct group from other distressed adolescents.

Given the limited range of suicide precipitants, the restricted range of methods
(and consequent lethality) among adolescent suicide attempters, a more impor-
tant area to investigate may be suicidal intent. The Suicide Intent Scale (Beck,
Schuyler, & Herman, 1974) has been used in studies both with adults and adoles-
cents (Brent, 1987; Garfinkel et al., 1982). In a study of adolescent suicide
attempters hospitalized on a general medical unit, a strong relationship has been
found between depression, suicidal intent, and discharge disposition (Reuben,
Boeck, & Kurzon, 1987). Unlike adults, it is common for a significant percentage
of adolescent suicide attempters to deny their overdose had any suicidal implica-
tion. Gispert, Wheeler, Marsh, and Davis (1985) found that 24% of their sample
of 82 adolescent suicide attempters seen on a general medical unit denied ever
having any suicidal intent, and 27 % admitted they wanted to kill themselves at the
time of the attempt but were no longer suicidal the day following the attempt.
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Others have tried to look beyond the wish to die and identify more specific
explanations for suicidal behavior. For example, Hawton, Cole, O’Grady, and
Osborn, (1982) asked adolescents to choose a reason for their attempt (e.g., “to
get relief from a terrible state of mind,” “escape,” “make people feel sorry for you,”
and “seek help”). Such finer discriminations of suicide intent may prove clinically
useful and are worthy of further investigation.

In summary, adolescent attempters vary greatly in their intent to die, and
indications of intent may have some prognostic significance. Many adolescents
deny suicidal intent, and clinicians need to be alert to other significant behavioral
signs (e.g., specifically buying pills for the attempt). Assessment of the medical
lethality of the attempt 1s a poor discriminator between relevant subgroups of
attempters. Studies of precipitants to the attempt commonly point to conflict with
parents, although this may be an indication of general distress, rather than suicide
specific.

PSYCHOLOGICAL FACTORS ASSOCIATED WITH
ADOLESCENT SUICIDAL BEHAVIOR

It is important to investigate psychological variables associated with suicide at-
tempts to determine the underlying factors that increase the likelihood of a repeat
attempt, continued psychiatric difficulties, and/or treatment refusal. Predisposing
variables suggested to be strongly related to adolescent suicide attempts include:
emotional states; cognitive variables; and behavioral, interpersonal, and environ-
mental factors. Studies investigating these domains are discussed below.

Emotional States

Three primary emotional states have been associated with adolescent suicide
attempts: depression or depressive illness, hopelessness, and anger. These factors
have been found in many, but not all attempters, and their presence may predict
psychiatric admission, future attempts, or be associated with general behavioral
and affective arousal.

The relationship between depression and suicide attempts in adolescents has
been well-investigated. Studies conducted in psychiatric hospitals find an associa-
tion between depression and suicide attempts. Friedman, Corn, Aronoff, Hurt,
and Clarkin (1984) found that 27 of 28 hospitalized adolescents who had made a
suicide attempt had an affective disorder. Robbins and Alessi (1985) also found
suicidal behavior to be highly associated with depressed mood among 64 adoles-
cent inpatients. Carlson and Cantwell (1982) found that 30% of 102 depressed
inpatient children had made a prior suicide attempt, in contrast to 18% of the
nondepressed children. Crumley (1979) reported that 24 (60%) of 40 adolescent
suicide attempters seen in a private psychiatric practice were diagnosed with a
major depressive disorder. Two large studies have been conducted with outpatient
samples. One study of black children and adolescents referred for outpatient
psychiatric services (Bettes & Walker, 1986) found that a depressed mood was
more common among the subjects who made suicide attempts than among those
with suicidal ideation. The other study (Marks & Haller, 1977) found depression
to be more prevalent among suicide attempters than a nonsuicidal, psychiatrically
disturbed control group. When suicide attempters are examined in the emergency
room following an attempt, high rates of both dysphoria and the associated vege-
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tative symptoms are reported (Garfinkel et al., 1982; Tishler et al., 1981). Two
emergency room studies based on chart review data have found that 82% of a
sample of 210 adolescent suicide attempters (Christoffel, Marcus, Sagerman, &
Bennett, 1988) and 69% of a sample of 173 adolescent attempters were felt to be
clinically depressed (Withers & Kaplan, 1987).

In contrast to patients seen in the emergency room or psychiatric hospitals,
depression is less prevalent in medically hospitalized samples. Taylor and Stans-
feld (1984a), in studying 50 adolescents admitted to a medical floor following a
suicide attempt, found that only 26 % of their sample met strict criteria for depres-
sive disorder. This rate was, however, significantly higher than a matched com-
parison group of adolescents (2%) seen in an out-patient child psychiatry clinic.
Of adolescents admitted to a medical unit following a suicide attempt, the most
common diagnosis was adjustment reaction with depressed mood, with a few of
these adolescents meeting the criteria for major depressive disorder (Schrieber &
Johnson, 1986). In a pediatric unit in which all suicide attempters were referred
for psychiatric evaluation, scores on the Children’s Depression Inventory were
equivalent in a group of suicide attempters as compared to adolescents referred
for a vaniety of other emotional difficulties (Spirito et al., 1987).

From the studies cited above, it appears that depression is characteristic of a
substantial proportion, but not all, of adolescent suicide attempters. Rates of
depression may vary depending upon the population studied, with the highest
rates found in psychiatric hospitals and the lowest in medical units. Depending on
admission criteria, affective disorders may be over-represented in the psychiatric
unit (Friedman et al., 1984; Lawler, Nakielny, & Wright, 1963; Robbins & Alessi,
1985). Schreiber and Johnson (1986) comment that the pediatric attending’s
assessment of the degree of depression following an attempt often determines
whether a psychiatric referral is even made and the presence of clinically signifi-
cant depression may be a criteria for transfer to in-patient psychiatric care. Many
adolescent attemnpters are not depressed and thus do not come to psychiatric
attention. Other affective variables need to be investigated in these teenagers.

Hopelessness has been found to mediate the relationship between depression
and suicide with adult psychiatric inpatients (Minkoff, Bergman, Beck, & Beck,
1973). In addition, a recent study (Beck, Steer, Kovacs, & Garrison, 1985) found
hopelessness to be the best predictor of eventual completed suicide at 10 year
follow-up in a group of adults originally hospitalized with suicidal ideation. Stud-
ies of hopelessness in adolescence have, for the most part, used psychiatric sam-
ples. In younger children, Kazdin, French, Unis, Esveldt-Dawson, and Sherrick
(1983) found a relationship between hopelessness and suicidal ideation and behav-
ior. Another study of young psychiatrically hospitalized children has also demon-
strated that feelings of hopelessness are positively correlated with suicidal behav-
ior (Asarnow, Carlson, & Guthrie, 1987). A small (N=11) study with teenage
outpatients demonstrated that suicide attempters had a “lack of investment in the
future” when compared to non suicidal psychiatric referrals (Corder, Shorr, &
Corder, 1974). Two recent studies with larger samples demonstrated that hospital-
ized adolescent suicide attempters had significantly higher levels of hopelessness
than nonsuicidal psychiatric and normal control groups (Spirito, Williams, Stark,
& Hart, 1988; Topol & Reznikoff, 1982). Marks and Haller (1977), using a large
outpatient sample, found that hopelessness was more prevalent in female suicide
attempters than male suicide attempters, male nonsuicidal adolescents, or female
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nonsuicidal adolescents. Although depression and hopelessness are closely related
constructs, the data presented above suggest that hopelessness is more strongly
related to suicidal behavior. It is consistently associated with suicide attempts
across ages and in a variety of evaluation settings.

Anger is another variable that has been prominently discussed in connection
with adolescent suicide attempts (Curran, 1987; Khan, 1987). Indeed, Men-
ninger (1938) conceptualized suicide as stemming from either the urge to die (i.e.,
depressive tendencies), the urge to be killed (i.e., masochistic tendencies), or the
urge to kill (i.e., aggressive/sadistic tendencies). Relatively little empirical data
have been collected about anger in suicidal adolescents. Pfeffer, Plutchik, and
Mizruchi (1983) have presented data supporting the idea of two subtypes of
suicidal children: one displaying angry/assaultive suicidal tendencies and the
other displaying suicidal behavior without aggressive behavior. However, in a
large study of out-patient black children referred for psychiatric evaluation, anger
was found to be the most common symptom among nonsuicidal children (Bettes
& Walker, 1986).

Some adolescent suicide attempters seen in an emergency room have been
found to report intense anger prior to the attempt (Withers & Kaplan, 1987) and
to have exhibited a wide range of aggressive symptoms (Garfinkel et al., 1982).
Furthermore, increased anger has been associated with increased seriousness of
the attermnpt (Gispert et al., 1985) and increased probability of re-attempting
(Gispert, Davis, Marsh, & Wheeler, 1987). Among first time attempters, anger
was noted to take several forms, with one third of the sample demonstrating
intense verbal outbursts and another third demonstrating significant acting out.
Only 15% of these suicide attempters denied any feelings of anger (Gispert et al.,
1987).

When investigated systematically, it appears that anger and aggressive behavior
are found in a substantial proportion of adolescent suicide attempters. Anger and
irritability may at times be a component of depressive disorders. Such presenta-
tion may be less indicative of character pathology and more a function of strong
affective arousal which culminates in a suicide attempt. However, Pfeffer et al.
(1983) found that a large proportion of childhood suicide attempters exhibit
assaultive/aggressive behavior independent of depression. Since many adolescent
suicide attempters are diagnosed as conduct disordered, anger as a component of
oppositional behavior seems evident in many childhood and adolescent suicide
attempts. Anger may be equally important in the depressed and character disor-
dered groups; however, its underlying basis may be very different.

Cognitive Factors

Cognitive variables relevant to suicidality include problem-solving deficits, im-
pulsive tendencies, and cognitive distortions. In many studies, suicide attempters
display less adequate problem-solving abilities than either psychiatric or normal
controls (McLeavey, Daly, Murray, O'Riordan, & Taylor, 1987). Such deficits
have been observed in suicidal patients of all ages: children (Asarnow et al., 1987;
Cohen-Sandler, 1982; Orbach, Rosenheim, & Hary, 1987), adolescents (Traut-
man, 1987), and adults (Schotte & Clum, 1987). Orbach et al. (1987) studied 27
psychiatrically hospitalized children between the ages of 6 to 12 years who demon-
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strated either suicidal ideation or behavior. These children were compared to 25
children with chronic medical illnesses and 23 normal controls on a test designed
to assess the ability to generate alternative solutions to scenarios about life and
death. Suicidal children generated fewer alternatives than normal or chronically
ill children. In the suicidal group, those most attracted to death were least capable
of generating alternative solutions. Asarnow et al. (1987) and Cohen-Sandler
(1982) found that psychiatrically hospitalized suicidal children (ages 8 to 13 years)
generated fewer active coping strategies than nonsuicidal children. Trautman
(1987) also found that adolescent suicide attempters generated fewer ways to solve
problems than nonsuicidal psychiatrically disturbed adolescents. Levenson and
Neuringer (1971) administered the Rokeach Map Reading Problem test, which
requires finding short-cuts on a map and thus presumably taps the ability to
flexibly reorganize problem elements. A group of 13 suicide attempters failed the
test more often than nonsuicidal psychiatrically hospitalized adolescent controls,
suggesting inflexibility in the problem solving of suicidal adolescents,

This lack of flexibility and rigidity in problem solving (Neuringer, 1964) may
be state dependent and not a stable personality trait (Perrah & Wichman, 1987).
Whether acute or chronic, cognitive rigidity may underlie many problem-solving
deficits (Ellis, 1986). Finally, suicidal patients have been found to identify more
negative consequences for their problem solutions than psychiatric controls
(Schotte & Clum, 1987). The perceived negative consequences might discourage
the implementation of the few solutions they do generate.

Impulsivity has frequently been described as a risk factor for suicide (Arffa,
1983) and a personality characteristic of adolescent suicide attempters (Crumley,
1979; Haider, 1968). Shaffer and Bacon (1986) have reported that most completed
suicides among adolescents are preceded by a short period of planning. Lack of
impulse control has been found to differentiate adolescent suicide attempters from
a control group of adolescents with an acute illness (Slap, Vorters, Chaudhuri, &
Centor, 1988). However, impulsivity does not seem to characterize all suicide
attempters, since group comparisons have found no differences between suicidal
patients and psychiatric controls on a measure of cognitive impulsivity (Patsiokas,
Clum, & Luscomb, 1979). Instead, impulsivity may be important in identifying
high risk subgroups. A one-year follow-up of suicidal patients found the repeat
attempters to be more impulsive than nonrepeaters (Patsiokas et al., 1979). Fur-
thermore, it has been suggested that impulsive suicide attempters come from
families in which action supercedes verbal mediation (McCulloch & Philip, 1972)
and that male adolescent suicide attempters are more often described as impulsive
than female suicide attempters (Marks & Haller, 1977). Finally, impulsive suicide
attempters have been found to be less depressed and less hopeless than nonim-
pulsive attempters (Brown, Overholser, Spirito, & Fritz, 1988; Williams, David-
son, & Montgomery, 1980). It is surprising how few studies have been conducted
on the relation between impulsivity and adolescence, given the frequent reference
to teenage suicide attempts as impulsive. In those studies that do exist, the distinc-
tion between impulsive cognitive style and impulsive attempts must be consid-
ered. Another problem is that the measures of impulsivity used in these studies
often reflect angry and aggressive behavior as much as behavior suggesting a lack
of reflection or planning.

Cognitive distortions involve maladaptive information processing patterns that
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may predispose a person to focus on the negative aspects of a situation. The
attributional theory of depression argues that depression results from a tendency to
attribute negative events to global, internal, and stable causes (e.g., personality
traits). Conversely, positive events are attributed to specific, external, and unstable
causes (e.g., luck). Adolescent suicide attempters have been found to display more
frequent attributional errors as compared to psychiatric controls (Hart, Spirito, &
Overholser, 1988). In this study, 66 adolescent suicide attempters were compared to
a group of 40 psychiatrically hospitalized adolescents on the Children’s Attribu-
tional Style Questionnaire and the Children’s Depression Inventory. Although the
two groups did not differ on level of depression, the adolescent suicide attempters
were more likely to view negative events as stable characteristics of their environ-
ment than the nonsuicidal psychiatrically hospitalized sample.

In summary, three cognitive variables are relevant to the study of suicide
attempters. Problem-solving deficits, impulsiveness, and cognitive distortions ap-
pear more frequently in at least a subgroup of high-risk suicide attempters.
Whether these variables are temporary states or permanent traits is less important
than whether professionals can learn to accurately identify and manage these
deficits when they are present. Identification of impulsiveness might appropriate-
ly lead to more intensive intervention with this particularly high-risk group of
attempters. The clinician can expect that many attempters will have a cognitive
style marked by a lack of flexibility, perception of overly negative consequences
and a tendency to feel overly responsible for those negative outcomes. Attempts at
enhancing problem solving will need to take these factors into account.

Behavioral Factors

Empirical investigations of coping in suicide attempters have focused primarily on
problem solving. However, some researchers feel that deficient or maladaptive
behavioral coping strategies are among the main reasons that an adolescent makes
a suicide attempt in response to stress (Khan, 1987). Curran (1987) suggests that
adolescent suicide attempters may lack effective coping strategies, or they may be
more prone to use avoidant methods of coping, such as social isolation or sub-
stance abuse. Also, Jacobs (1971) suggests that suicide attempters employ a vari-
ety of coping strategies prior to the suicide attempt, but none of them is very
successful. Only one study has examined a broad range of coping strategies in
suicide attempters. In this study, 76 adolescents hospitalized on a general pediat-
rics unit following a suicide attempt were asked to complete a coping checklist in
order to assess which cognitive and behavioral strategies they used in response to
the stress which precipitated the suicide attempt (Spirito, Overholser, & Stark, in
press). Two control groups that completed the coping checklist in response to a
personal problem, which they had experienced in the prior month, were formed
on the basis of whether or not the problem made them seriously distressed. The
suicide attermpters employed wishful thinking, and social isolation more often
than the nondistressed controls. When compared to the distressed controls, the
suicide attempters were less likely to use wishful thinking and more likely to use
social isolation as coping strategies. These latter findings suggest that the use of
certain types of coping strategies, whether cognitive or behavioral, may help
prevent or dissuade distressed adolescents from moving toward suicidal behavior
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as a possible solution. Since interventions may be designed to enhance coping,
future research in this area should be encouraged.

Substance abuse may be an indication of a breakdown in coping. Rates of
substance abuse among adolescent suicide attempters seen in general hospitals in
the United States have been reported at 23% (Headlam, Goldsmith, Hamenson,
& Rauh, 1979), 25% (Withers & Kaplan, 1987), 34% (Schrieber & Johnson,
1986), and 42% (Christoffel et al., 1988). Two studies included control groups
(Garfinkel et al., 1982; McKenry, Tishler & Kelly, 1983) and found rates of
substance abuse significantly higher in the attempter groups. However, Spirito et
al. (1987) found that the rate of substance abuse in attempters (31%) was not
significantly different from the rate in nonsuicidal adolescents referred for a
psychiatric evaluation (24%). Studies in Britain (Hawton, 1986) report very low
incidence of drug abuse among adolescent suicide attempters, perhaps reflecting
different patterns of drug use across the countries. Only one study (Garfinkel et
al., 1982) has reported the rate of alcohol/drug abuse at the time of the attempt
(11.3%). Unfortunately, adolescent suicide attempters seen in typical emergency
rooms are not consistently asked whether they use drug or alcohol on a regular
basis (Rockett, Spirito, Fritz, & Riggs, 1988), with emergency room charts re-
cording information on substance abuse in less than /3 of cases (Christoffel et al.,
1988).

The importance of drug abuse in lethal actions is underscored by Brent, Perper,
and Allman (1987), who found that adolescent suicide victims who used firearms
(a highly lethal method) were much more likely to have been drinking than those
who chose other methods. Strong correlations between suicidal behavior and
alcohol/drug abuse have been reported in attempters in inpatient psychiatric
settings (Robbins & Alessi, 1985).

The studies cited above suggest that substance abuse is a salient characteristic
of adolescent suicide attempters. Drug and alcohol use may reflect a maladaptive
coping strategy, general psychopathology, family disturbance, or self-destructive
behavior, rather than being specific to suicidal behavior. Nevertheless, high rates
of abuse are reported, and such abuse is correlated with highly lethal attempts, so
that complete drug histories are mandatory in the evaluation of a suicide attemp-
ter. Interventions targeted at reducing drug use, if successful, may also lower the
rate of attempted suicide among adolescents.

Interpersonal Factors

Clinical impressions and case reports have suggested that impaired social skills
and poor peer relationships can lead to suicide attempts in adolescents (Crumley,
1979; Curran, 1987; Teicher, 1979). Adolescent suicide attempters hospitalized
on a psychiatric floor have been found to display less adequate peer relationships
than a psychiatric control group (Stanley & Barter, 1970). Rohn, Sarles, Kenny,
Reynolds, and Heald (1977) reported that 50% of a sample of 65 adolescent
suicide attempters seen in an emergency room described themselves as “loners” or
being socially isolated before their suicide attempt, a finding especially true for
the male attempters. Also, patients who re-attempted suicide following discharge
from the hospital had reported significantly less frequent peer interactions as
compared with one-time attempters (Barter, Swaback, & Todd, 1968; Stanley &
Barter, 1970). Psychiatrically hospitalized adolescent suicide attempters have re-
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ported more frequent and more serious peer problems than either nonsuicidal
psychiatric patients or nonhospitalized controls (Topol & Reznikoff, 1982). Jacobs
(1971) reported an escalation of peer problems and increased social isolation for
adolescent suicide attempters compared to a control group of high school
students.

Social adjustment problems in suicide attempters may be limited to psychiatric
samples. Khan (1987) found no differences between psychiatrically hospitalized
suicide attempters and nonsuicidal outpatient psychiatric controls on the frequen-
cy of peer problems. However, both groups had a very high rate of peer difficul-
ties, with 72 to 87 percent of the adolescents reporting no friendships. Yusin,
Sinay, and Nihira (1972) found that suicidal adolescents had more same-age
friends than other adolescents with psychiatric difficulties. The suicidal adoles-
cents did report, however, that they were less interested in being the leaders of
peer groups than the other adolescents interviewed. In contrast, Tishler et al.
(1981) found only 15% of 108 adolescent suicide attempters seen in an emergency
room reported experiencing social isolation. Similarly, in a general hospital sam-
ple in Britain, social isolation was present in only 28% of a sample of adolescents
who made a suicide attempt by drug overdose (Hawton, Osborn, O’Grady, &
Cole, 1982b). Fourteen percent of these adolescents also reported substantial peer
conflict. In another general hospital sample of suicide attempters, no difference in
self-report of social skills was found between the suicide attempters and a compar-
ison group of psychiatric inpatients (Spirito, Overholser, Hart, & Halverson,
1988). However, social skill deficits were a function of level of depression in both
the suicide attempters and the psychiatric patients, with the more depressed
patients reporting greater social skill deficits.

Thus, there is conflicting literature regarding the relevance of social factors in
the genesis of adolescent suicide attempts. The mechanism through which these
factors may exert their influence is a matter of speculation. Social failure may be a
stressful precipitant of the actual attempt or a marker of an adolescent’s interper-
sonal functioning (Curran, 1987). Alternatively, the suicide attempt can be con-
strued as a form of interpersonal coercion (Zich, 1984) used by individuals lack-
ing more adaptive ways to satisfy their interpersonal needs. Finally, a suicide
attempt may be the result primarily of depression, with social skill deficits contrib-
uting to the depression rather than directly to the suicide attempt (Lewinsohn,
1975; Spirito, Overholser et al., 1988).

Environmental Factors

Family. The relation between family functioning and adolescent suicidal behavior
has been explored in many lines of research. Prominent areas of clinical investiga-
tion include family violence, physical/sexual abuse, disturbed family functioning,
family psychiatric history including drug/alcohol abuse, and rates of separation/
divorce.

Aggressive behavior has been noted in both the suicide attempters’ overt behav-
1or and also in their background histories. Family aggression is particularly prom-
inent in samples of suicidal children (Kosky, 1983; Pfeffer et al., 1983). Frequent
exposure to family violence has been seen in suicide attempters (Hawton et al.,
1982b; Paulson, Stone, & Sposto, 1978; Withers & Kaplan, 1987). Although
these studies did not use control groups, several controlled studies also support
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this finding. Green (1978) found a greater percentage of self-destructive behavior,
including suicide attempts, among 59 physically abused children (50 %) compared
to 17% in neglected children and 7% in normal controls. In a study conducted on
an inner city general medical unit (Levin & Schonberg, 1987), suicide attempters
were more likely than controls to be exposed to a variety of violent behaviors,
including: wife battering, a primary family member convicted of a violent crime,
and physical abuse. Jacobs (1971) found adolescent suicide attempters to be
subject to more severe disciplinary techniques than normal controls, while Korel-
la (1972) found discipline in the families of suicide attempters less likely to be
characterized by reasoning and exploration, as compared to controls.

In view of the significant levels of family aggression, it is understandable that
studies report a significant rate (approximately 30%) of antisocial behavior in
childhood and adolescent suicide attempters (Pfeffer, Solomon, Plutchik,
Mizruchi, & Werner, 1982; Tuckman & Connon, 1962; Walker, 1980). Diagnoses
of conduct disorder have also been found in 20% (Taylor & Stansfeld, 1984a) and
33% (Schrieber & Johnson, 1986) of adolescent suicide attempters on a medical
service. Of course, not all adolescents with conduct disorders go on to make
suicide attempts. One study compared 30 delinquents who had made a suicide
attempt with 120 delinquent nonsuicidal controls (Miller, Chiles, & Barnes,
1982). Female delinquents were much more likely to attempt suicide than male
delinquents, especially when depressed. Males and females who displayed high
levels of acting out were equally likely to attempt suicide.

A high rate of sexual abuse, approximately 16%, has also been reported in
general hospital emergency rooms (Levin & Schonberg, 1987; Withers & Kaplan,
1987). This rate of abuse is higher than that of a nonpsychiatric control group
(Levin & Schonberg, 1987), with even more dramatic differences noted by Dey-
kin, Alpert, and McNamara (1985). Spirito et al. (1987) studied suicide attemp-
ters admitted to a general pediatrics floor, but did not find differences on history
of physical or sexual abuse between the attempters and a control group of medical
patients referred for psychiatric evaluation.

Other studies indicate overt conflict between parent and the suicidal adolescent
as well as substantial communication problems in the entire family (Hawton,
O'Grady, Osborn, & Cole, 1982a; Wenz, 1979). Difficulties in family relation-
ships were found to differentiate suicide attempters from normal controls (Wil-
liams & Lyons, 1976) and adolescents hospitalized with an acute illness (Slap et
al., 1988). In addition, a number of studies (Corder et al., 1974; Khan, 1987;
McKenry, Tishler, & Kelley, 1982; Taylor & Stansfield, 1984a; Topol & Re-
zninoff, 1982; Williams & Lyons, 1976) using control groups composed of psychi-
atric samples have documented more disturbed family functioning in the families
of the adolescent suicide attempter.

Beyond conflictual family relationships, studies have examined the history of
psychiatric disorders among family members. Garfinkel et al. (1982) found that
50% reported a family history of psychiatric disorders compared with 16% of the
control group. Alcohol and drug abuse were the most common difficulties report-
ed by parents, a finding supported by other studies (Cohen-Sandler, Berman, &
King, 1982a; Rohn et al., 1977). Studies using clinical comparison groups (i.e.,
suicidal psychiatric inpatients compared to nonsuicidal depressed inpatients) do
not find a difference between the suicide attempters and nonsuicidal depressed
inpatients in the rate of family psychiatric disorder (Carlson & Cantwell, 1982;
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Friedman, Corn, Hurt, et al., 1984). However, Friedman, Corn, Hurt, et al.
(1984) found that chronic psychiatric illness of a parent before the child reached
age 14 was more common among depressed suicide attempters than nonsuicidal
depressed adolescents. Similar findings were obtained in a sample of 46 suicide
attempters seen in an emergency room when compared to a medical control
group (Tishler & McKenry, 1982). This study indicated that fathers of attempters
displayed higher levels of depression, a lower self-esteem, and greater alcohol use
than fathers of nonattempters. High rates of attempted suicide, for example 28%
in the Kienhorst et al. (1987) study, have been found in the family members of
adolescent suicide attempters. These higher rates of suicide attempts and comple-
tions among family members have been confirmed in studies with normal control
groups (Garfinkel et al., 1982; Jacobs, 1971) but not psychiatric control groups
(Stevenson et al., 1972). A number of studies indicate that adolescent suicide
attempters frequently have parents who have been divorced or separated (Barter
et al., 1968; Choquet, Facy, & Davidson, 1980; Christoffel et al., 1988; Dorpat,
Jackson, & Ripley, 1965; Hawton et al., 1982b; Rohn et al., 1977; Stanley &
Barter, 1970; Tishler et al., 1981; Walker, 1980). The observed rate is consistently
greater than that in control groups of normal adolescents or adolescents on a
medical service (Garfinkel et al., 1982; Jacobs, 1971). However, when adolescents
with other psychiatric difficulties are used as a comparison group, several studies
have found no difference in the rate of family breakdown across groups (Mattson,
Seese, & Hawkins, 1969; Spirito et al., 1987; Stanley & Barter, 1970). In addi-
tion, these studies have not controlled for potential confounding factors, such as
parent age (Shaffer, 1982). Nonetheless, parental divorce and separation appear
to be risk factors for the development of emotional distress in adolescents, al-
though not specifically suicidal behavior. Overall, family disturbance seems to be
prominent in the histories of adolescent suicide attempters. Overt conflict in the
family seems to be the major area that differentiates suicide attempters from
psychiatric comparison groups. More in depth study of the patterns of family
conflict, such as that conducted by Taylor and Stansfield (1984a) which found a
higher rate of father/daughter conflict in suicide attempters than in a control
group, will be an important area of future research.

The above studies are very consistent in supporting the belief that the families of
adolescent suicide attempters are characterized by substantial levels of dysfunc-
tion. This dysfunction includes physical abuse (between parents and between
parent and adolescents) and excessive discipline; sexual abuse of children in the
family; marital conflict, such as communication difficulties, separation, divorce,
and remarriage; more disturbed overall family functioning. Studies also consis-
tently indicate high rates of significant psychiatric disorders in immediate and
extended family, including suicide attempts and completions, which may subse-
quently predispose these families to the high rates of dysfunction described above.
These findings underscore the importance of understanding family functioning in
the evaluation and treatment of adolescent suicide attempters.

Stressful Life Events. The presence and severity of stressful life events have been
related to increased depression and suicidality (Paykel, 1980). Previous research
with adults has shown that suicide attempters report significantly more stressful
events as compared to depressed patients, and depressed patients report signifi-
cantly more events than psychiatric controls (Paykel, Prusoff, & Myers, 1975).
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Most importantly, the frequency of such events tends to increase sharply during
the month prior to the suicide attempt (Paykel et al., 1975). This suggests that
presence of a high number of stressful life events may be an important contributor
to a suicide attempt.

Most of the research on stress and suicide has been conducted on adult samples
(e.g., Luscomb, Clum, & Patsiokas, 1980). While adolescence is typically a peri-
od of stress and turmoil, the exact relationship between stress and adjustment
during this period is unstudied (Compas, 1987). Whereas prospective studies of
adults suggest that stresses are simply additive; similar studies of adolescents
suggest that stresses cause psychological symptoms which may set the style for
further difficulties. For example, presence of depression in an adolescent, while
triggered by an unrelated event (e.g., academic failure), may lead to socialization
difficulties and social ostracism. A negative cycle may develop whereby psycho-
logical symptoms elicit more negative events, which serve to exacerbate the level
of emotional distress. To better examine these relationships, use of relevant con-
trol groups is especially important when examining stress in adolescents.

Increased levels of life stress in suicidal adolescents have been reported by
Gispert et al. (1985) and are observed even when adequate control groups are
employed. Jacobs (1971) found that adolescent suicide attempters had more ma-
jor life events from early to mid-adolescence than a sample of normal controls.
Cohen-Sandler et al., (1982a) evaluated the medical records of 76 children (aged
between 5 and 14 years) who had been hospitalized for psychiatric problems.
Records were assessed for the severity of life stressors and psychiatric symptomo-
logy. Results showed that the suicidal children, as compared to depressed and
psychiatric control children, were found to experience more stressful life events.
Consistent increases in stress were observed over the developmental lifespan only
for suicidal children. Stressors were especially prominent during the year prior to
the suicide attempt. Depressed children were more likely to suffer peer rejections,
while the suicidal children experienced more social losses (the loss of a loved one
through death, divorce, or relocation). Thus, presence of stressful life events,
especially social exit events, seems to have important implications for understand-
ing suicide attempts in children and adolescents.

Physical illness is an example of a more enduring life circumstance which has
been associated with an increased risk of suicide. In adults, a physical illness was
present in 34% of 3,338 completed suicides (Whitlock, 1986). Rates of psychiatric
disorder have been reported as higher in physically ill children and adolescents
(Cadman et al., 1987; Goldberg, Regier, McAnganey, Pless, & Roghmann, 1978;
Walker, Gortmaker, & Weitzman, 1981). However, studies comparing rates of
chronic illnesses and completed suicide among children and adolescents are limit-
ed, at least partially because the rates for both are low compared to adults. Several
reports have noted relatively high rates of physical illness among cohorts of child
and adolescent suicide attempters. Hawton et al. (1982a) found that “about a
third” of their sample of 50 attempters had an unspecified physical disorder, a rate
similar to that reported by Choquet et al. (1980) in France. In a review of
emergency room records in Canada, Garfinkel et al. (1982) also found a signifi-
cantly higher rate of physical illness in their suicide sample (54 %) than a control
group (43%). One-third of 210 suicide attempters seen in a general hospital
reported a history of chronic disease (Christoffel et al., 1988). Only one study has
described the frequency of a particular physical disorder among adolescent suicide
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attempters. Brent (1986) found that 9 of 126 consecutive suicide attempters had a
seizure disorder, a rate he calculated as 15 times greater than expected. These
patients made more serious attempts with greater premeditation than the other
suicide attempters.

In summary, the existing research on the pediatric age group is scant and
nonspecific, but it tends to support the importance of chronic physical illness in
the background of adolescent suicide attempters. Whether the impact is mediated
through reactive depression, organic changes in the central nervous system, or the
familial and social responses to chronic illness has not been adequately explored.

While research on stressful life events may facilitate our understanding of
adolescent suicide, more research is needed to 1dentify relevant mediating varia-
bles that act as protective mechanisms versus those which exacerbate the adverse
effects of life stress (Rich, Fowler, Fogarty, & Young, 1988). In this way, interven-
tion models will be improved and the risk of suicide in adolescence may be
reduced.

Contagion and Imitation. Although newspapers and magazines report occasional
clusters of adolescent suicide or attempts, there are few detailed case reports in the
psychiatric literature. Robbins and Conroy (1983) reported a cluster of attempts
following two adolescent suicides in the suburban New York City area. The two
suicides were separated by three months and then followed by five attempts and
one serious suicidal threat, all in students in the same high school. Given the
knowledge students had of one another, including visiting each other during
hospitalization, imitation was likely an important factor.

A relationship between media coverage of suicides and subsequent suicide
attempts, completed suicide, or automobile fatalities is implied by several studies.
Bollen and Phillips (1982) found an increase in adult suicide following highly
publicized television news stories, with the effect lasting 10 days. Phillips (1979)
described a relationship between newspaper reports of suicide and motor vehicle
fatalities in California. Three days after a front page story, automobile fatalities
were 31% greater than expected. More widespread publicity was associated with a
greater increase of fatalities. Also, age of the driver was significantly correlated
(r=.46) with age of person in the suicide story. Several other studies have focused
specifically on adolescents. Phillips and Carstensen (1986) found an increase in
national adolescent suicides following 38 televised news stories (1973-1979).
Greater coverage of the story was associated with a greater increase in suicide and
the increase was most noticeable in adolescents, rather than adults. The data were
consistent with imitation as a factor in these suicides and did not support other
explanations such as: precipitation of suicide that would have occurred anyway,
misclassification, seasonal effects, or the effect of grief over death of an admired
person. A relationship between suicide and television movies about suicidal youth
was found in Gould and Shaffer’s study (1986). In the two weeks following three
such movies they reported an increase in both attempts and completed suicide in
the New York City area. Phillips and Paight (1987) examined completed adoles-
cent suicides in California and Pennsylvania following the same movies and were
unable to replicate the finding. It was postulated that since the movies were only
shown on one television station, effects were not likely to be widespread.

There is also a fair amount of data indicating that there are models for suicidal
behavior within the family and social networks of suicide attempters. Two studies
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have identified suicide attempters through surveying high school students
(Harkavy-Friedman et al., 1987; Smith & Crawford, 1986). Both studies found
that suicide attempters were more likely than suicide ideators and nonsuicidal
students to know a friend or peer who had attempted suicide. Harkavy-Friedman
et al. (1987) also found that suicide attempters and suicide ideators were more
likely to know a family member with suicidal behavior than nonsuicidal students.
In emergency room samples, 22% of the adolescent suicide attempters in one
study reported a family member who had exhibited suicidal behavior (Tishler et
al., 1981), while 11% reported a family history of suicide in another study (Chris-
toffel et al., 1988). Jacobs (1971) found a much higher incidence of attempted or
completed suicide in the relatives and friends of adolescent suicide attempters
compared to normal controls. Garfinkel et al. (1982) found a rate of suicidal
behavior in the families of adolescent suicide attempters seven times higher than
that of medical patients. Sixty percent of completed adolescent suicides had a
sibling or friend who attempted or completed suicide. This was significantly
higher than the controls (12%), a group composed of the closest friends of the
victim. However, there was no difference between the two groups in family history
of suicidal behavior. Further studies using clinical comparison groups will be
needed to determine whether this is specific to suicide attempters or a general
characteristic of psychiatrically disturbed adolescents. More data will help deter-
mine whether family models play a primary role in an adolescent’s suicide attempt
or if family psychiatric history or family models are the more relevant contribut-
ing factors in an adolescent’s suicide attempt. If peer models play a larger role
than family models, differential social aggregation may better account for adoles-
cent suicidal behavior.

In summary, there are some data that suggest imitation (via friend, family or
television) as a relevant factor in adolescent suicide. Suicidal impulses in this
group “wax and wane” so that changes in the opportunity for suicide, the means
for suicide, or the motivation for destruction, have a real impact (Eisenberg,
1986). The variation in suicide rates imply that although imitation exists, its
impact on national trends is small.

POST ATTEMPT COURSE

Table 1 summarizes follow-up studies conducted with adolescent suicide attemp-
ters. Information not contained in the table is discussed in this section. Areas that
will be elaborated on include treatment attendance, repeat attempts, prediction of
repeaters, and predictions of completed suicide.

Data suggest that approximately half of all suicide attempters do not receive
any formal psychotherapy, although the rate appears higher in younger adoles-
cents (Kienhorst et al., 1987). Several reasons have been cited for this failure of
adolescent suicide attempters to attend and complete treatment. First, Hawton
(1986) suggests that, unlike adult suicide attempters, most adolescents do not
make a suicide attempt in the hopes of obtaining formal psychiatric care. In one
study, one half of the referral failures reported that the emergency room visit had
a positive effect and no further intervention was needed (Mattson et al., 1969).
Second, Berman and Carroll (1984) believe that psychopathology of the parents
as well as frequent denial of the seriousness of the attempts by parents is a primary
hinderance to adolescents receiving appropriate psychotherapy following a sui-
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cide attempt. Taylor and Stansfield (1984b) reported that parental attitudes and
background were more important predictors of attendance for treatment than
characteristics of the treatment itself. Third, dissatisfaction or ineffectiveness of
previous psychiatric treatment may also play a role in referral failures. Since
studies (e.g., Litt, Cuskey, & Rudd, 1983) suggest that referral failure is particu-
larly problematic in adolescents who made a prior suicide attempt, it is possible
that failure of initial treatment may make repeaters reluctant to seek additional
treatment. Indeed, Mattson et al. (1969) reported that 29% of the mothers of
these children reported dissatisfaction with the original emergency services re-
ceived and were thus reluctant to continue treatment. Since nonsuicidal adoles-
cents have been shown to attend relatively few psychotherapy sessions (Tolan,
Ryan, & Jaffe, 1988), controlled studies are needed to determine if suicide at-
tempters are less compliant with treatment than other adolescent psychotherapy
patients.

Lower repetition rates are often found in studies with shorter follow-up times
(Goldacre & Hawton, 1983) and younger suicide attempters (Cohen-Sandler,
Berman, & King, 1982b). The higher repetition rates tend to be associated with
studies using longer follow-up periods (Mattson et al., 1969) and with suicide
attempters who had been psychiatrically hospitalized, while the lower rates seem
to be associated with general hospital samples. The methodological rigor of most
follow-up studies is compromised by difficulties in successfully contacting pa-
tients, (Nardini-Maillard & Lamane, 1980) as reflected in some of the low per-
centages noted in Table 1.

While clinically important, identification of high-risk periods following the
initial attempt have received little attention. It has been suggested that the first
few months after an attempt is the greatest risk period for future attempts (Gold-
acre & Hawton, 1985). Such findings are confounded by the higher probability of
contacting a subject over a short follow-up period and thus the increased attempts
may reflect better enrollment. Conversely, the longer the follow-up pertod, the
greater the likelihood of a reattempt due simply to the longer period of time
sampled.

When data from the first attempt are re-examined, repeaters compared to
nonrepeaters are more likely to have had difficulties in school, a greater number
of life stresses, more serious suicidal intent, elevated anger levels and dysphoria
than nonrepeaters (Gispert et al., 1987). In a study conducted in France, high
risk for repetition was associated with persons who were diagnosed as having a
psychiatric disorder. The high risk group also had at least three of the following
variables operating in their lives: a large family, alcoholism in the family, dis-
turbed family interaction patterns, poor school performance, and depressive ten-
dencies (Choquet et al., 1980). Other factors felt to characterize repeaters have
included: males, especially older teenagers from 16 to 20 years (Goldacre &
Hawton, 1985); chronic difficulties such as conduct problems and behavior dis-
turbance (Hawton, Osborn, O’Grady, & Cole, 1982b); and an established history
of prior suicide attempts (Hawton, 1986).

Another reason for difficulties in prediction may be that the post-suicidal state
is different than the suicidal state. Adolescents may present quite differently in the
evaluation setting than in future situations which might result in suicidal thoughts
and behavior (Rotheram, 1987). Some degree of overprediction is not considered
problematic to many investigators because of the serious consequences of a false
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negative prediction. However, overprediction means that many adolescents will be
followed closely or receive intervention which, in cost/benefit terms, may be
unnecessary. More in-depth studies of the course following the suicide attempt are
needed if the adolescents are to receive appropriate interventions in a cost-effec-
tive manner.

The third major area of interest in follow-up studies has been to determine the
rate of and predictors of successful suicide among prior suicide attempters. Sever-
al predictors have been discussed. Boys are much more likely to complete suicide
than girls (Goldacre & Hawton, 1985; Otto, 1972). Other predictor variables
include an active (e.g., hanging, shooting) method of attempting suicide at the
initial attempt (Otto, 1972). Of the variables assessed during an initial psychiatric
hospitalization, the ones most predictive of eventual completed suicide were poor
communication of suicidal intent and fear of “going crazy,’ negative attitude
towards the initial diagnostic interview, greater financial resources, severe feelings
of hopelessness, apathy, and hypersomnia (Motto, 1984).

Although suicide attempters compose a high risk group for eventual completed
suicide, the characteristics of suicide completers are different from suicide at-
tempters. Thus, follow-up studies should not only determine who is at risk for
eventual completion of suicide, but also those at risk for continued psychiatric
morbidity. Nonetheless, there is sufficient evidence to conclude that a suicide
attempter is at much higher risk for eventual completed suicide than an adolescent
or young adult without prior suicidal behavior. Indeed, Brent et al. (1988), in a
study comparing adolescent suicide victims with psychiatrically hospitalized sui-
cide ideators/attempters, found substantial overlap between the two groups on
suicidal precipitants, range of psychiatric diagnoses, previous suicidal behavior,
exposure to suicide, and family history of psychiatric disorder and suicide.

CONCLUSIONS

Several major conclusions can be drawn from the studies on adolescent suicide
reviewed above. The medical lethality and method of suicide attempts were found
to lack descriptive utility due to the restricted range of variability. Most adoles-
cents take overdoses of low lethality in response to a problem with their parents,
boyfriend/girlfriend, or school. However, more detailed examination of suicidal
intent and precipitants may be useful in discriminating amongst adolescent sui-
cide attempters. There are only three psychological variables (hopelessness, fami-
ly functioning, and contagion) where an adequate empirical basis exists. A variety
of studies point to hopelessness as a prominent factor in the psychological state of
suicide attempters. Although highly correlated with depression, hopelessness adds
an important dimension to the evaluation of suicide attempters and should be
routinely assessed. Future research will be needed to determine when the level of
hopelessness places an adolescent at high risk for further attempted or completed
suicide.

The family functioning of adolescent suicide attempters is usually characterized
by disturbed family communication and a significant degree of overt conflict in
the family. There is some evidence to suggest that this family conflict is greater for
the suicide attempters as compared to other psychiatrically disturbed adolescents.
Thus, when evaluating a suicide attempter, it is important to explore the family’s
pattern of communications and conflict resolution that may precipitate their ado-
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lescent’s suicide attempt. Future research might profitably focus on the develop-
ment of a brief family intervention that specifically addresses these dysfunctional
elements.

Contagion is the third major area with significant research support. Completed
suicide and suicide attempts by adolescents seem to have a significant impact on
their peers. Reduction of social restraints that occurs with publicized suicides may
be especially important in adolescents. That is, imitation of suicide attempts
among adolescents seems to occur after notoriety is gained by similar behavior.
Although the impact of contagion on overall suicide rates is relatively small, it
certainly has a significant impact on the communities in which such imitation
occurs. The development of effective programs, including postvention programs
(Hill, 1984; Lamb & Dunne-Maxim, 1987) in schools, may help halt imitation
suicides, and should be another imporiant area of research in the future.

There are also two additional areas— interpersonal problem solving and attri-
butional style—in which at least one study has documented significant deficits
among suicide attempters as compared to psychiatric controls. Thus, exploration
of the cognitive characteristics of suicide attempters holds some promise for delin-
eating the psychological characteristics specific to suicide attempters. There are a
number of areas in which research has failed to identify differences between
suicide attempters and psychiatric controls. The groups do not differ in the
reported rates of depression, substance abuse, history of sexual abuse, marital
separations/divorce, or history of psychiatric disturbance. Mixed results have
been found in the social realm. It appears that differences in peer relationships do
exist, but deficits in the specific social skills which contribute to peer relationships
do not appear to differentiate suicide attempters from psychiatric controls. Com-
parative studies have yet to be conducted with regard to several variables, includ-
ing anger, impulsivity, rates of family violence, and family models of suicide.
Such research is needed to adequately determine whether these risk variables are
associated with adolescent suicide.

Our knowledge of the adolescent suicide attempter’s psychological status is
confounded by the heterogeneity of the population. For example, when adolescent
suicide attempters are studied in the emergency room, on a pediatric floor, at a
psychiatric outpatient clinic, or in a psychiatric hospital, four different groups of
patients are being investigated. Some areas of overlap exist, but there are many
important differences between groups of patients found in each clinical setting
and definitive conclusions are thus impossible. Categorizing adolescent suicide
attempters by relevant factors (e.g., setting of evaluation or diagnosis) will be
important in future research. Several attempts at classification systems have been
described (Brent, 1987; Choquet et al., 1980; Greuling & DeBlassie, 1980; Haw-
ton et al., 1982b; Khan, 1987; Ryan et al., 1987). Yet, few empirical studies have
examined the psychological characteristics of suicide attempters using such classi-
fication systemns, or have tried to differentiate meaningful subgroups of suicide
attempters by other criteria.

Age-related changes should also be taken into account. Findings with child
suicide attempters (i.e., below the age of 13) should not necessarily be construed
as support for the same mechanisms operating in adolescents, given the signifi-
cance of developmental change. Studies that compare young adolescent and laten-
cy age suicide attempters to mid-adolescent and older adolescent suicide attemp-
ters are rare (e.g., Triolo, McKenry, Tishler, & Blyth, 1984) and needed.
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Follow-up studies suggest that approximately half of all adolescent suicide at-
tempters improve psychologically following a suicide attempt. Somewhere be-
tween 5% to 40% of suicide attempters will make another suicide attempt, with
the higher rates occurring among psychiatrically hospitalized adolescents. Treat-
ment attendance is a major problem; one-half of adolescent suicide attempters
never receive out-patient psychotherapy. The need for more thorough longitudi-
nal studies with suicide attempters is crucial so that psychological factors assessed
at the time of the attempt can be related to future functioning and frequency of
repeat attempts. Such research will help distinguish the psychological variables
that are temporary postsuicidal states from the more enduring characteristics of
the individual. Delineating differences between state and trait variables may help
predict the most effective intervention. Given the difficulties of keeping adolescent
suicide attempters and their families in treatment, follow-up studies will also help
us prioritize those attempters who are most in need of psychiatric intervention.

The foregoing review reveals a relative absence of theoretical models for under-
standing adolescent suicidal behavior. Applying and testing such models will be
important to advance our understanding relevant to the prediction and treatment
of adolescent suicide. In addition, examination of the mechanisms that protect
adolescents from further attempts is of extreme interest.

Adolescent suicide attempters are a high-risk group for continued psychiatric
morbidity and repeat attempts. Our ability to develop effective interventions will
hinge on at least three major developments in the area: (a) The development of
comprehensive theoretical models of adolescent suicidal behavior; (b) the use of
appropriate clinical comparison groups so that findings specific to suicide can be
determined; and (c) the collection of data from prospective follow-up studies in
which psychological states can be related to future functioning.
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